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NOTICE OF RENEWAL DEFICIENCY 
  

Your application for renewal has been received and cashiered.  However, a hold has been placed on your license 
because your application was deficient.  In order to continue processing your renewal, please complete all 
highlighted sections on the statement below and return the form to the RCB via fax or mail.   
 
Once the completed statement is received and you have satisfied all requirements, your license will be renewed and 
your pocket card will be mailed to you within 2 -3 weeks.  You may not practice respiratory care in the state of 
California without a current and valid license.  
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